Historical racial injustices as well as more recent public and economic policies have culminated in the displacement of supermarkets from some central city neighborhoods. With this displacement, many low-income and minority neighborhoods not only have been deprived of affordable healthful food, but also have experienced prolonged exposure to energy-dense and highly processed snack foods. Partly as a consequence of this loss of supermarkets, diet-related diseases have become prevalent. Our current policies to improve this health issue address only objective measures of access, with little input from community residents, and they are having limited results. In response, I have reconceptualized access as a construct with five dimensions: acceptability, accessibility, accommodation, affordability, and availability. This new expanded view supports both objective and perceived aspects of access and values the knowledge of residents through community-based participatory research, thereby providing a more complete understanding of access.
health outcomes by increasing access to healthy foods have had limited and uneven success (Guthman, 2008a (Guthman, , 2008b Slocum, 2007) . In this commentary, I suggest that we reconceptualize and broaden our definition of "access" to go beyond objective measures of location, affordability, and availability to include emotive components such as acceptability, accommodation, and residents' perceptions of their food environment and foodways (Usher, 2015) . This expanded notion of access supports community-based participatory research that values the knowledge of and includes residents as research partners, and provides for a more complete understanding of food insecurity, food sovereignty, and deprived areas or "food deserts."
Many studies, although not all, have suggested that having access to full-service supermarkets influences families' selection and consumption of fresh fruits and vegetables, and thus affect their long-term health outcomes (Grigsby-Toussaint, Zenk, Odoms-Young, Ruggiero, & Moise, 2010; Pothukuchi, 2005; Raja, Yin, Roemmich, Ma, Epstein, Yadav, & Ticoalu, 2010) . This is based on research that has found that supermarkets are the best sources of a variety of high-quality, healthful food at affordable prices throughout the year (Caspi, Kawachi, Subramanian, Adamkiewicz, & Sorensen, 2012; Laraia, Siega-Riz, Kaufman, & Jones, 2004) . Not only do low-income minority neighborhoods suffer by having fewer supermarkets than upper-class White neighborhoods, but also there is a statistically significant link between the racial composition of a neighborhood and the density of fast-food restaurants (Block, Scribner, & DeSalvo, 2004 ). Kwate's (2008) work in New York City showed that the dominant factor in determining fast-food density in majority Black neighborhoods is race-based residential segregation. Block and colleagues (2004) found that predominantly Black (80 percent or higher) neighborhoods were geographically associated with fast-food restaurants even after controlling for commercial activity, the presence of highways, and median home values. They also found that there were 2.4 fast food restaurants per square mile in majority Black neighborhoods compared to 1.5 restaurants per square mile in majority White neighborhoods. Race is also a significant factor in the presence of large chain supermarkets. Black neighborhoods tend to have half the availability of supermarkets of White neighborhoods, and lowincome African Americans on average live 1.1 miles (1.8 kilometers) further from the nearest supermarket than low-income White families (Block et al., 2004; Odoms-Young, Zenk, & Mason, 2009; Powell, Slater, Mirtcheva, Bao, & Chaloupka, 2007) .
As our selection and consumption of food are largely based on the choices we have in our neighborhood of residence, it follows that low-income minority residential areas that tend to have fewer health-promoting resources such as supermarkets that offer high-fiber foods, and have prolonged exposure to highly processed, energy-dense foods, also display higher rates of cardiovascular diseases (Diez Roux, 2001; Ver Ploeg, 2010; Walker, Block, & Kawachi, 2012) . In addition, a 2012 U.S. Department of Agriculture study found that 16.4 percent of the population, or 50.1 million people, lived in food-insecure neighborhoods, and 37.6 percent of these were low-income residents (Coleman-Jensen, Nord, Andrews, & Carlson, 2012) . African Americans, Hispanics, and other minority groups have higher rates of morbidity and mortality rates, and suffer disproportionately from "diseases of lifestyle" namely coronary heart disease and Type II Diabetes, than Whites (Eisenhauer, 2001; Short, Guthman, & Raskin, 2007) . Obesity, for example, is 50 percent more prevalent in low-income households, which tend to be in areas that lack other amenities such as parks and full-service supermarkets (Laska, Hearst, Forsyth, Pasch, & Lytle, 2010; Morland, Diez Roux, & Wing, 2006) .
In addressing this disparity in health outcomes, some municipalities have recognized that they are less the result of genetics, individual behavior, or access to health care, and more a consequence of historical, social, physical, and economic factors that shape opportunities for neighborhoods-or social determinants of health. These observed realities are often predicated on systemic inequities that marginalize groups based on racial and ethnic identity, religion, gender, age, socioeconomic status, mental health, sexual orientation, and geographic location (Food in Neighborhoods Committee, 2010; L. M. Smith, 2008; P. Smith, Pennington, Crabtree, & Illback, 2011) . However, our extant notion of access does not reflect this insight. Current policies attempt to fill the "grocery gap" and to make healthful food more affordable through subsidies (Bell, Mora, Hagan, Rubin, & Karpyn, 2013; Bitler & Haider, 2011; Song, Gittelsohn, Kim, Suratkar, Sharma, & Anliker, 2009) . While these are useful and necessary, they are not sufficient. More scholars are calling for studies and policies that consider perceived as well as objective access and value self-reporting as reasonable measures of access (Alkon, Block, Moore, Gillis, DiNuccio, & Chavez, 2013; DeLind, 2006; Moore, Diez Roux, & Franco, 2012) . For example, at present access does not consider residents' perception of food quality or neighborhood crime rates. Winkler, Turrell, and Patterson (2006) found no differences in price and availability of healthy food based on the socioeconomic characteristics of their study area. And Coveney and O'Dwyer (2009) concluded that living in a "food desert," by itself, did not hinder access to healthy food. Residents were able to mitigate this obstacle through social networks that provided access through private transportation to food outside their neighborhoods.
Access incorporates objective as well as perceived elements, and it is a dynamic, not static, condition; that is, it is not realistic to expect that attracting a new supermarket will solve all food access issues in perpetuity. Given these constraints, I have reconceptualized "access" to reflect a construct that is an aggregation of factors (or "strands") that influences residents' ability to acquire and benefit from healthy food (Penchansky & Thomas, 1981; Ribot & Peluso, 2003) . This conceptualization highlights the social interactions, cultural norms, socio-political, and economic factors that influence access to resources across the landscape. As these factors interact with each other and residents orient themselves geographically in relation to resources over time, the strands affect residents' power or self-efficacy and level of access to resources (Penchansky & Thomas, 1981; Ribot & Peluso, 2003; Usher, 2015) . In this way access is understood as the level of "fit" between residents and the local food system and residents' ability to meet their nutritional needs. I illustrate this conceptualization of the Five Dimensions of Access in Figure 1 . The five dimensions are Acceptability, Accessibility, Accommodation, Affordability, and Availability. Acceptability is defined as the relationship between customers and store associates, including owners. It considers residents' attitudes toward the quality and cultural appropriateness of the food being sold. Accessibility queries residents' perceptions of the relationship between the location of the food sources and the location of residents, taking account of residents' transportation resources, travel time, distance, and transportation costs. The third dimension is Accommodation, which I define as the residents' perceptions of the manner in which healthy food is organized to meet residents' needs. This refers to residents' perception of store hours of operation, food displays, the physical condition of the venue, and perception of area crime. Affordability refers to residents' perception of their ability to purchase the food, including consideration of their income and their knowledge of food prices outside their neighborhoods for comparison shopping. This dimension also includes the food sources' ability to make healthy food more attractive to residents through subsidies and discounts. Finally, the fifth dimension is Availability, which investigates the relationship between the volume and variety of healthy food and the needs of residents, as well as the availability of food throughout the year (Usher, 2015) . Each of these five dimensions is dynamic and not easily separated. For instance, a family might move to another neighborhood, affecting their accessibility to healthy food, or a family member might secure a better-paying job, which may affect perceptions of affordability and accessibility. However, the model remains stable. It is also important that this model creates both the intellectual and scientific space for us to conduct community-based participatory research (CBPR) and for us to value self-reporting as a valid source of knowledge by incorporating both objective and perceived measures of food access. In this way we-social scientists, policy analysts, and community stakeholders-involve local residents as true partners (Arnstein, 1969) , empower residents in problemsolving, build social capital, and gain a more complete view of families' food environments and an understanding of food choices in order to develop more effective local food policies to improve the health of all.
